Proceedings of the Royal Society of Mediine 22 birth an abnormality of the right shoulder was noticed and the child taken to Guy's Hospital. Treated on an abduction splint for a few weeks.
Family.-The patient is the youngest of seven children. The father and three brothers have severe deformities of hands and feet.
On examination.-The patient holds her right arm internally rotated and slightly abducted. There is limitation of external and internal rotation and extension of the right shoulder-joint. Right elbow shows slight limitation of extension. Wrist and hand normal and grip equal to left. Wasting of right deltoid, arm and forearm muscles, but no paralysis and electrical muscle tests are all normal. Right scapula higher than left and slightly smaller. There is a subspinous dislocation of the humeral head. X-ray: There is a backward dislocation of a deformed humeral head. The acromion process is arched downwards and the coracoid process greatly elongated ( fig. 1) . A rudimentary glenoid only is present and the humeral head appears to articulate with its posterior border. Upper one-third of shaft of humerus curved with convexity forwards (fig. 2-X-ray taken through joint from above downwards).
Comment.-Since R. W. Smith first recorded congenital dislocations of the shoulder-joint in 1839 21 cases, of which 8 were bilateral, have been reported in the literature. Grieg, reviewing all reported cases of shoulder dislocations in infants, in 1923 came to the conclusion that there were 3 types: viz. true congenital; obstetric; paralytic. At that date he found 10 cases of undoubted primary congenital dislocations of the shoulder of which 2 were bilateral. Since that date 11 cases (excluding the one I have now described), of which 6 were bilateral, have been reported. Scudder described 2 cases in one family and Valentin 3 members of one family with this deformity. Wolff describes a bilateral case; the grandfather, mother and one uncle of this patient had severe congenital deformities of the hands closely resembling my case. In a number of the reported cases other congenital deformities were associated with the shoulder dislocation. This meeting will be continued in the next issue of Orthopmedics Section and will contain Mr. F. P. FitzGerald's case of "1 Leadbetter's Osteotomy " and Dr. T. M. Robb's " Tumour of Femur." [February 3, 1948] The Treatment of Congenital Dislocation of the Hip By DENIS BROWNE, F.R.C.S.
HYPOTHESES UPON WHICH THIS TREATMENT IS FOUNDED
(1) THE hip is dislocated during intra-uterine life by a thrust upon the knee from the uterine wall sending the head of the femur backwards out of the acetabulum.
(2) In consequence the best way to get the head back into place is to reverse the process, and with the shaft of the femur held in the same direction as when dislocation occurred, to thrust it upward and forward by pressure on the great trochanter.
(3) Active movement of the femur, when the head is in position would have six good effects: (c) It would stimulate growth of the joint in general and of the margins of the acetabulum in particular.
(d) It would increase muscular strength and give normal muscle balance. (e) It would allow the child to get about and so avoid the psychological damage of long and uncomfortable immobilization in plaster.
(f) It would make things much easier for both parents and surgeon.
(4) The head can only leave the acetabulum backwards. Owing to the action of the ilio-femoral band it can only go backwards if the knee goes forwards. Therefore any movement is permissible as long as the knee is kept back.
(5) The ilio-femoral band or ligament of Bigelow is the most important factor in this condition for four reasons;
(a) It is upon the fulcrum supplied by it that the head is levered into position in the usual methods of reduction. This means that the force used in pressing the knee back is multiplied about eight times in pressing the head against the rim of the acetabulum, with consequent risk of damage.
(b) The head will slip in most easily if this ligament is relaxed, as it is in the feetal position of the limb.
(c) In older cases in which reduction by manipulation is impossible, this ligament is the obstacle, and if divided the head may be pushed into place in the way described.
(d) In unreduced cases the pain and instability of the limb are mainly due to the head of the femur swinging over a wide area on the fulcrum of this ligament. Division of it may allow a stable false joint to be formed.
APPLICATION OF THE HYPOTHESES
Reduction of the deformity.-The child is laid on its face, and the dislocated thigh brought into the " foetal angle". Through the heel of one hand, the surgeon transmits his weight with a stiff arm on to the great trochanter, while with the other he moves the knee up and down through a small angle. When the exact point of entry is reached the head should go in with a characteristic crunching feeling, often divided into two stages. The commonest error is to mistake a movement of the head forward above the trochanter for a reduction. If this occurs the head will be felt to rise and fall when the knee is moved up and down, whereas in a true reduction no movement can be detected under the palpating thumb ( fig. 1) .
Plastering after reduction.-To allow reactions to settle down and the muscles adjust themselves to the new   FIG. 1. position of the bones it is necessary to leave the hips in a double spica for a month. The hip is left unmoved once it is in: the temptation to demonstrate the reduction by snapping it in and out must be resisted. The child is raised face downwards by an assistant on either side grasping the legs below the knee and so raising the pelvis off the table while maintaining the utmost abduction of the thighs possible. The plaster should be strengthened by a slab over the back and junctions of the body and thighs, and should leave as wide a "nursing area" round the perineum as possible. The knee on the side of a dislocation should be included, as otherwise some degree of adduction is possible.
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Maintenance of active movement within the limits laid down.-This can be managed by the device illustrated, consisting of a bar connecting two rings which encircle the thighs, and which is held against the abdomen or the small of the back by a soft belt to which it is sewn. The anterior position is the more comfortable, but the posterior gives greater abduction (fig. 2 ). In this apparatus the child is allowed complete freedom to get about as it 
IG. 2.
it, has three safeguards:
(a) It can only bring the leg down while the other one is pointed up, with a consequent tilting of the pelvis which means that extension is much less than it seems.
(b) This position is only possible with a strong contraction of the gluteus maximus, which pulls the great trochanter backwards and so keeps the head forwards.
(c) The child will not put this heavy strain on the hip-joint unless it is stable; the Trendelenburg test on an unstable hip is obviously most uncomfortable.
Indications for removing apparatus.-These turn on the X-ray appearances, the willingness of the child to stand on the joint in the Trendelenburg test position, and the strength of the muscles. As a general guide it may be said that about nine months in the apparatus is an average. The children are so contented in it that there is no hurry about releasing them. When the surgeon decides the hip is stable he takes off the apparatus and allows the child to do what it will. In about three months it is walking normally.
Difficulties and setbacks.-If the hip slips out in the early stages, either in plaster or the apparatus, the treatment is simply begun again. In difficult cases one should not be afraid of forcing the knee back till it is behind the pelvis.
Results.-In the 42 cases I have treated by this method, all of them under 4 years of age, I have in all obtained stable painless hips. Some of them have slipped out once or more in the early stages but setbacks of this kind do not seem to spoil the final result. Many of the mothers report that their children "run faster than any of the other little girls".
Warning.-The apparatus described is quite unsuitable for cases that have not been reduced and plastered in the way described. OPEN OPERATIONS.-I have tried in three older irreducible cases the division of the ilio-femoral band followed by treatment upon the lines described. The number is far too few upon which to form an opinion, but the results have been very encouraging.
REDUCTION OF AN ADULT TRAUMATIC CASE.-Without drawing any conclusions Iwould record that a posterior dislocation in an adult male following a railway accident was reduced with ease and speed by an intelligent but inexperienced house surgeon using the method described.
I should like to acknowledge the stimulation I have received in this work from the writings and conversation of Dr. F. Bauer (1936, Lancet (i), 1057).
